Absceso cerebral por Rhodococcus equi con comportamiento seudotumoral en paciente inmunocompetente
(normal); negative for HIV. The magnetic resonance study ( Fig. 2 ) using normal sequences (T1, T2, and proton-density weighted) revealed a lesion that was hypointense in T1 and hyperintense in T2. It was located in the left frontaltemporal area and surrounded by an extensive hyperintense perilesional halo with collapsed sulci and slight subfalcine herniation. Contrast uptake was ring-shaped; this pattern, together with clinical data, was compatible with highly malignant glioma. Diffusion sequence and spectroscopy results are not available since we did not have access to those techniques.
Focal motor signs and bradypsychia improved partially in the first few days of hospitalisation. One week later, the patient experienced sudden-onset chest pain, associated dyspnoea, and low oxygen saturation. Based on a suspected diagnosis of pulmonary embolism, we performed an emergency thoracic CT study that revealed multiple bilateral pulmonary nodules that were cavitated. These data, plus the patient's medical history and the previous laboratory analyses and imaging studies, suggested a secondary disease. The patient required orotracheal intubation and was moved to the intensive care unit. In the following days, his condition deteriorated rapidly and he developed a fever. Doctors took blood and urine cultures, bronchoalveolar lavage (BAL) sample, and a tracheal aspirate culture. The brain lesion was biopsied and the analysis revealed cystic tissue containing unrecognisable cellular material. The microbial study identified Rhodococcus equi. The BAL sample also tested positive for Nocardia and Aspergillus. Likewise, the tracheal aspirate culture showed nocardiform bacteria and the blood culture confirmed the presence of Rhodococcus equi. Intravenous antibiotic treatment with amikacin and meropenem elicited no improvement. Later neuroimaging studies showed no changes and the following chest CT confirmed the presence of necrotising invasive aspergillosis. The patient died several days later with a final diagnosis of adult respiratory distress caused by a mixed infection (Aspergillus/Rhodococcus/Nocardia) and cerebral abscess caused by Rhodococcus equi.
Brain abscesses are suppurative processes of the cerebral parenchyma with high morbidity and mortality rates. 3 They are slightly more prevalent in men and most often occur during the 6th and 7th decades of life. A compromised immune system and ENT surgery or neurosurgery are known risk factors for these abscesses. The causal agents may be aerobic or anaerobic, although studies are most likely to identify mixed polymicrobial flora. In cases of weakened immune system, the microbes may be uncommon (opportunistic micro-organisms). Rhodococcus equi is one such micro-organism. 4, 5 This environmental zoonotic pathogen belongs to the Nocardiaceae (along with the Nocardia and Gordona genera, a fact which explains the presence of the multiple types of micro-organisms in the patient's respiratory system samples). The most common infection route is respiratory contamination after contact with carrier animals. The prevalence of infection with this microbe is low, but it has risen as the HIV infection rate has increased. The most reliable diagnostic tests are sputum sample and blood culture. In humans, Rhodococcus equi 6, 7 produces cavitated lesions containing abundant 
